
2019 - 2020 Medication 
Authorization Form 

 

Medication Authorization Form 

Child’s Name: ___________________________ Date of Birth: __________________________

Name of Medication: ___________________________________________________________

Reason for Medication: _________________________________________________________

Start Date: _______________________  Stop Date: __________________________________

Time Given: ______________________  Amount Given: _______________________________

Frequency of medication delivery: _________________________________________________

Possible Side Effects: __________________________________________________________

Instructions medication delivery (including oral, topical, other): __________________________

____________________________________________________________________________

Requires refrigeration? _________

Any other special instructions: ____________________________________________________

____________________________________________________________________________

Parent/Guardian Signature Date                                    Daytime Phone Number

_________________________________                      ________________________________  
 
Physician Signature Date                                                Physician Phone Number 

_________________________________                      ________________________________

LA

VENDER FARM

PRESCHOOL


